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With the shift towards interprofessional education to promote collaborative practice, clinical preceptors
are increasingly working with trainees from various professions to provide patient care. It is unclear
whether and how preceptors modify their existing precepting approach when working with trainees
from other professions. There is little information on strategies for this type of precepting, and how
preceptors may foster or impede interprofessional collaboration. The purpose of this qualitative
description pilot study was to identify current methods preceptors use to teach trainees from other
professions in the clinical setting, particularly advanced practice nursing and medical trainees, and to
identify factors that support or impede this type of precepting. Data collected through observations and
interviews were analyzed by the research team using thematic analysis procedures. Three major themes
were identiﬁed: 1) a variety of teaching approaches and levels of engagement with trainees of different
professions, 2) preceptor knowledge gaps related to curricula, goals, and scope of practice of trainees
from other professions, and 3) administrative, structural and logistical elements that impact the success
of precepting trainees from different professions in the clinical setting. This study has implications for
faculty development and evaluation of current precepting practices in clinical settings.
© 2016 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
Training of health care professionals relies heavily on actual
clinical experience in health care settings, and speciﬁcally on the
mentoring and guidance from individual clinical preceptors (Neher
and Stevens, 2003; Kertis, 2007; Bott et al., 2011; Ferrara, 2012;
Wiseman, 2013). The role of the clinical preceptor is that of a
teacher and role model, with the added task of socializing the
trainee to their role (Bott et al., 2011). Clinical preceptors haveen), Josette.Rivera@ucsf.edu
y.Green@ucla.edu (E. Green),
00 E Belleview Ave, Unit 510,
of Nursing, Department of
x 800782, Charlottesville, VA,
Ltd. This is an open access article utraditionally focused on teaching trainees from their own profes-
sion; however, there is a new shift in the clinical environment, with
the support for interprofessional collaborative practice (ICP), where
health care providers from multiple professions synchronize their
care together to deliver patient-centered, high quality care (World
Health Organization, 2010). ICP has been shown to improve pa-
tient's access to care and health outcomes, as well as decrease
patient complications and clinical errors (WHO, 2010). As a result,
there is an increased need for trainees from different professions to
be trained together in the clinical setting in order to better un-
derstand how to best work together, and meet the core compe-
tencies for interprofessional collaborative practice
(Interprofessional Education Collaborative, 2011). The IPEC com-
petency domains include ethics for ICP, understanding of roles and
responsibilities, interprofessional communications, and interpro-
fessional teamwork (IPEC, 2011). Hence the scope of clinical edu-
cation now expands to include interprofessional education (IPE),
deﬁned by the World Health Organization (WHO) as “when two ornder the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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collaboration and the quality of care” (WHO, 2010).
With this focus on interprofessional education and interpro-
fessional collaborative practice, clinical preceptors are increasingly
working with and precepting trainees from various professions,
either formally or informally, to provide patient care. However,
much of what is known about IPE focuses on classroom or simu-
lation activities and facilitation rather than clinical precepting
(Egan-Lee et al., 2011; Lindqvist and Reeves, 2007; Thomas et al.,
2007; Sinclair et al., 2007). It is unclear whether and how clinical
preceptors modify their existing approach when working with
trainees from other professions. Furthermore, there is little infor-
mation on strategies for precepting trainees of various professions,
and how preceptors may foster or impede interprofessional
collaboration.
The purpose of this qualitative description study was to identify
current methods preceptors use to teach trainees from other pro-
fessions in the clinical setting, particularly advanced practice
nursing (APN) and medical trainees, and to identify factors that
support or impede this type of precepting. We sought to under-
stand the differences in how preceptors precept trainees from
different professions and whether they utilize any other skills or
teaching methods. The ﬁndings will guide towards best practices
and guidelines to be used in preceptor training and development.
2. Methods
2.1. Design
The research team's approach in this analysis was to stay open to
the themes that emerge, and utilized the initial review of the
literature as a general guide. Qualitative description method was
used to describe the major dimensions of interprofessional pre-
cepting in everyday terms to illuminate strategies involved in the
process as well as factors that either facilitate or inhibit its effective
practice (Sandelowski, 2000; Sandelowski, 2010). Unlike other
qualitative methods, the ﬁndings from qualitative description stay
very near the data and are minimally interpreted or theorized,
allowing researchers to summarize the who, what and where of a
phenomenon in a manner that more concretely reﬂects participant
perceptions of experience (Neergaard et al., 2009). It is a pragmatic
approach that is useful in smaller scale, preliminary research. Our
design included both interviews and observations in clinical set-
tings of faculty preceptors working with APN and medical trainees.
These were conducted to capture preceptor perceptions of their
practices and factors that impact interprofessional precepting. The
research team included two APNs who have experience as pre-
ceptors for APN and medical trainees, one physician who is an IPE
expert, and a research assistant who is a nurse with qualitative
research expertise. Teammembers from both professions observed
precepting at the same time to gain both sets of perspectives,
minimize potential bias, and offer investigator triangulation in
ethnographic methods (Reeves et al., 2008). Study approval was
obtained from the institutional review board, and oral informed
consent for observation and interviews by the research team was
obtained from all study participants.
2.2. Setting and sample
Advanced practice nursing (APN) and medical trainee pro-
fessions were chosen given their overlapping roles and training in
providing direct patient care, which often takes place in the same
clinical settings. In the US, APN trainees may be matched with
physician preceptors and work alongside medical trainees in clin-
ical settings. Similarly, medical trainees may also work and consultwith an APN preceptor depending on patient or clinic assignment,
especially in academic health centers (Fitzgerald et al., 2012). The
research team identiﬁed clinical sites in a large city on the West
Coast of the United States where APNs and physicians worked as
faculty preceptors for interprofessional trainees. Three outpatient
clinics within two academic medical centers were identiﬁed and
invited to participate. One site did not have an APN faculty pre-
ceptor, but had diverse trainees from advanced practice nursing,
undergraduate and graduate medical education programs pre-
cepted by physician faculty. Institutional contacts introduced the
research team to potential participants who were then invited to
participate. Interested preceptors available on the observation days
consented to researchers' direct observations of their precepting
and subsequent follow up interviews. Participation was voluntary
and observational notes were not taken regarding the actions of
those who declined. A total of ﬁfteen preceptors (12 physicians and
3 APNs) were observed, and 13 (10 physicians and 3 APNs)
participated in follow up interviews; 2 preceptors were unable to
schedule follow up interviews due to scheduling constraints. One
physician preceptor declined participation in the study.
2.3. Data collection
Two observers, a physician and an APN, performed structured
observations of preceptors using an observation guide created by
the research team (see Table 1). The observation guide was
generated using a commonly utilized precepting model to teach
clinical reasoning by both nursing and medicine, the One-Minute
Preceptor (OMP), which involves ﬁve steps: 1) get a commitment
from the trainee, 2) probe for supportive evidence, 3) teach general
rules, 4) reinforce what was done right, and 5) correct mistakes
(Neher and Stevens, 2003; Kertis, 2007). Observers assessed
whether preceptor behavior was consistent with the OMP model.
The observation guide also contained free text sections further ar-
ranged by categories that included: space and place of clinical
precepting; people involved; context of the site, and preceptor at-
tributes (Oandasan and Reeves, 2005; Anderson et al., 2009; Reeves
et al., 2008, 2012; Nordquist et al., 2011; Sargeant et al., 2010). Two
to three structured observations, each lasting up to 3 h, were
completed at each site. Each observation included preceptor and
trainee interactions before and after patient encounters that took
place outside of patient examination rooms. Observers took addi-
tional ﬁeld notes and debriefed after each observation session to
expand upon any variations noted in the observations. The obser-
vation guides were later anonymized and coded for analysis.
Within the same month as the observation, preceptors partici-
pated in 30e60 min interviews either in person or via phone. A
semi-structured interview protocol was developed which aimed to
explore participant perceptions and experiences as preceptors for
trainees of different professions, allowing them to provide their
reﬂections on the observed interactions (See Table 2). Interviews
were digitally recorded and stored on password protected com-
puters. They were later transcribed and anonymized. Data collec-
tion occurred from December 2012eMay 2013.
2.4. Data analysis
Data sources included the verbatim interview transcripts and
ﬁeld notes generated from the observation guides. The observers
integrated the transcripts with the ﬁeld notes to further describe
situations and behaviors. The team coded the data using initial
sensitizing concepts from the literature, as well as in vivo concepts
inductively developed from data (Braun and Clarke, 2006; Tuckett,
2005). The team also developed ongoing conceptual memos, and
discussed them in team meetings to further deﬁne codes and their
Table 1
Observation guide.
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coder of all transcripts, and each transcript was coded by a second
researcher. Codes were categorized to reach higher order concep-
tualizations. The team reached consensus on areas of salience and
divergence in coding and categorization. Themeswere then derived
from the most relevant patterns across interviews in relation to the
research aims. Dedoose, a qualitative software program, was used
to manage analysis. Once conceptual veriﬁcationwas complete, the
themes were integrated into this ﬁnal report, including conceptualdeﬁnitions, data illustrations, and recommendations regarding
pedagogical strategies for precepting trainees of different
professions.
3. Findings
Our analysis revealed three major themes: 1) a variety of
teaching approaches and levels of engagement with trainees of
different professions, 2) preceptor knowledge gaps related to
Table 2
Interview guide.
What is it like to be a preceptor for interprofessional trainees?
What are the similarities in teaching to trainees from both professions?
What are the differences in teaching to trainees from both professions?
What is your approach in teaching interprofessional trainees?
How do you adjust clinical teaching to emphasize IPHE?
What are the rewards in teaching to trainees from a different profession?
What do you do to engage IPHE in the clinical setting e before, during, and post-clinical session?
What are the challenges in teaching to trainees from a different profession?
What preparation did you have to teach interprofessional trainees?
What support would you like to have to teach interprofessional trainees?
Follow up with faculty preceptor on general themes identiﬁed from observation e probe for insight to understand rationale or details of the interaction
Select one seminal event from the observation to have faculty preceptor walk through decision making and thoughts behind actions or communication.
Any additional information you'd like to share with me in regards to IPHE in the clinical setting?
A.K. Chen et al. / Nurse Education in Practice 21 (2016) 29e3632
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fessions, and communication style, and 3) administrative, struc-
tural and logistical elements that impact the success of precepting
trainees from different professions in the clinical setting. Of note,
three types of preceptorship arrangements were also observed: 1)
formal one-on-one relationships between a preceptor and trainee,
2) formal one-on-one relationships arranged but trainee precepted
by any preceptors on-site based on availability, or 3) informal re-
lationships where trainee is not assigned to a speciﬁc preceptor and
various preceptors provide guidance and teaching.
Additionally, all participants expressed a willingness to support
and teach trainees from different professions, and demonstrated a
collegial attitude:
Medicine is very interdisciplinary, the goal is to work with
multiple different types of disciplines to care for the patient. I think
the reward is [patients] understanding all the different types of
people that are involved in their care … by interacting with a
trainee from another discipline, the patients start to realize, “Oh, it's
a team taking care of me.” (Preceptor 5, MD).
3.1. Teaching approaches
While preceptors generally utilized best practices for teaching
clinical reasoning, we also observed four different approaches to
precepting trainees from other professions. One was the “undif-
ferentiated” approach, where preceptors treated trainees similarly
regardless of their profession or level of training. They did not ask
trainees about their background or learning objectives, and patient
management teaching was not contextualized differently according
to the trainee's profession. This was especially true for preceptors
workingwith early learners. Preceptor assessment aligned with the
observations made by the research team:
The thing about urgent care is every trainee, whether they're a
medical student, a resident, any type of resident, family practice,
emergency resident, pediatric or nurse practitioner, they all func-
tion exactly the same. (Preceptor 2, MD).
Other preceptors reported precepting through a “semi-differ-
entiated” approach by estimating the trainees' level and needs
based on their interactions and patient presentations. This was
observed in preceptors who did not speciﬁcally ask for trainee's
background nor level, but seemed to treat the trainees at certain
level similar to that of trainees from their own profession, with
similar types of questions asked about patients and levels of sup-
port provided. The majority of these preceptors stated they lacked
time to probe for a trainee's background, and instead estimated his
or her level and matched that to a comparable level within their
own profession.
By the way they present, you can often get a lot of information
about what their knowledge gaps may be, and also what their
experiential gaps may be, like even pronouncing certain things or
how easily they can come to a diagnosis. (Preceptor 12, MD).
Some preceptors were observed to be able to adjust their
teaching according to both the level and profession of the trainee.
Some were seen to highlight the role differences and similarities
between professions, and arranged clinical experiences based on
the trainee's anticipated future roles and responsibilities. One
preceptor states:
For people who are planning a career in pediatrics, either the NP
students who are planning on going into peds or the peds interns, I
really make sure that I can help them deepen their fund of
knowledge of pediatrics and supervise them with a basic scaf-
folding. Other trainees like the ED physicians or family medicine, I
make them have some salient take-home points. (Preceptor 10,
MD).
Lastly, in settings where preceptors were not formally assignedto speciﬁc trainees, we witnessed a “together but separate”
approach in which they worked only with trainees from their own
profession and had little interaction with other trainees in the
clinic.3.2. Preceptor factors
3.2.1. Knowledge gap
A lack of knowledge and familiarity with the role, scope of
practice, and learning objectives for trainees from different pro-
fessions fundamentally impacted preceptor abilities. Preceptors
were seen to have a higher level of familiarity with their own
trainees than with trainees from another profession. Their level of
discussion and guidance were seen to be more brief when working
a trainee from another profession, without reference to past nor
future training, nor professional development as they didwith their
own trainees. Preceptors state that they often did not know where
trainees were in their training or their expected skill level at that
point. Some reported a lack of understanding of the distinctions
between trainees of different programs/specialties within a pro-
fession. In the absence of this information, preceptors made
assumptions:
[I] got thrown in [to] work in a clinic with a whole bunch of
different trainees. I extrapolate the skills you get from pediatric
speciﬁc training or medical school speciﬁc training to the
interdisciplinary environment. But it's something that I don't
think I put a lot of thought into because nobody had brought it
to my attention. (Preceptor 9, MD)
Additionally, none of the participants received any formal
training on precepting trainees from different professions. They all
desired additional resources on the training and scope of practice
for other professions represented in their clinics, as well as on how
best to teach diverse trainees in busy clinical environments. In the
meantime, preceptors reported learning through on-the-job
experience, and/or from more experienced colleagues.3.2.2. Communication style
We observed general communication lapses in the clinical
setting, such as lack of self-introduction to new members in the
clinic (particular if from another profession) or to each other, and
lack of knowledge of other professional trainee rotation schedule.
Trainees from other professions were not all represented on the
whiteboard in clinic nor clinical schedules. All three sites utilized
electronic medical records (EMRs) with common templates which
preceptors felt were helpful for teaching and charting with trainees
from different professions. However, some felt the time spent to
orient trainees on EMR took time away from exploration of the
trainee's background and goals. Additionally, preceptors were
observed to give feedback consistently to their own trainees, but
infrequently to the trainees from another profession. One preceptor
cited accountability issues:
The physicians are responsible to do their trainees' evaluation.
And the NP faculty is responsible for hers, so they tend to their
own trainees. (Preceptor 2, MD)
However, without feedback, preceptors then felt unable to
gauge the effectiveness of their teaching or to identify ways to
improve their precepting of trainees from other professions.
The range of teaching approaches from undifferentiated to
individualized, individual preceptor factors such as understanding
of differing professions and communication style, and institutional
A.K. Chen et al. / Nurse Education in Practice 21 (2016) 29e3634factors that structure care and training in diverse ways all interact
to comprise the interprofessional teaching-learning experience as
perceived by these participants. These interrelated factors may
have implications for trainee outcomes and therefore, further
research is warranted to examine the complexity of these re-
lationships and their impact more fully.
3.3. Administrative & organizational factors
3.3.1. Billing
Billing regulations in the US limited preceptor ability to formally
supervise trainees from different professions. One APN preceptor
expressed frustration that changes in billing rules eliminated her
ability to precept medicine trainees:
When they started looking at billing issues and the issue of
attestation in order for physicians to attest to medical students and
residents charting, everything changed for me. If I precept them,
then they still have to present to a physician attending and that's a
waste of time and we have problems with clinic ﬂow as is. I ﬁnd it
really frustrating it's kind of been the undoing e for me e of
interprofessional training. (Preceptor 1, NP).
3.3.2. Scheduling
Trainee schedules varied according to the different academic
calendars of their schools, which sometimes lead to trainees
missing important clinic information and orientation. Preceptors
stated they did not have time to repeatedly orient new trainees due
to busy clinic schedules, and shared that email and other strategies
used often inadvertently left out some trainees. One faculty pre-
ceptor noted:
It depends on when they switch. Most commonly all of the se-
nior residents switch on the same day and get oriented together,
and if there happens to be a new medical student or NP student
that day, then it's all together. A lot of times the NP students
rotate at a separate time from all the residents so they get their
own time. It's hard because I'm the only person that does that
orientation and the scheduling, but it's a fraction of my job… I
think that if there were more money and more people that
would help a lot, but I think that's not a reality. (Preceptor 9, MD)
3.3.3. Leadership
We observed one particular preceptor to be the IPE champion
on-site; the preceptor was fully aware of all of the trainees' pro-
fessions, levels of background, and rotation schedule. The preceptor
also selected patient experiences on-site for the trainees, matched
trainees with preceptors when appropriate, and actively precepted
trainees throughout the session in addition to serving the IPE
champion role. She described her role in preparing the trainees and
also as a preceptor to promote interprofessional collaboration:
We give them a solid orientation around the basics of how clinic
ﬂows and what makes important elements in a patient visit and
things to consider in your professional dynamic with the team
and things to consider in your communication with the patient
and the family. And thenwemodel that for them so that they see
our clinic philosophy and what we think is good care. Then we
do one-on-one training. So meeting them where they are,
ﬁguring out what knowledge they do have. (Preceptor 8, NP)
Others expressed desire for a similar staff member:
It would be helpful in addition to the Chief Resident or as more
of a protective time role for the Chief Resident to have a personwho is the champion of [IPE] because there're so many different
trainees, different levels. I do a lot of the scheduling and the
orientation's probably not all that it could be, and there isn't
someone consistently overseeing how the trainees are pro-
gressing. (Preceptor 9, MD)4. Discussion
Increasing recognition of interprofessional education and
collaboration as a key mechanism for high quality care and patient
safety necessitates attention to trainees in clinical settings. This
study sought to explore how faculty adjust their precepting, if at all,
to meet the needs of trainees of various professions. It describes a
range of teaching approaches preceptors used to teach APN and
medical trainees in outpatient clinics, as well as factors that
impacted their precepting garnered from both observation and
interviews. The role of the preceptor may have stayed the same or
varied slightly due to the teaching approaches and other factors
involved. Overall preceptors were enthusiastic about teaching
trainees from multiple professions given the interprofessional
collaborative care delivery model.
Asmentioned earlier, the role of the preceptor is that of a clinical
teacher and a mentor (Kertis, 2007; Bott et al., 2011; Ferrara, 2012;
Wiseman, 2013). Preceptors generally demonstrated high quality
skills in precepting trainees from their own profession in accor-
dance to best practices for clinical teaching (Neher and Stevens,
2003; Kertis, 2007; Bott et al., 2011; Gallagher et al., 2012).
Ferrara (2012) and Kertis (2007) stressed that a role of the pre-
ceptor is also to socialize trainees to their role in the clinical setting.
Thus as the most common teaching approach we observed was the
“undifferentiated” approach, where all trainees were taught simi-
larly without regard to profession or skill level, opportunity to so-
cialize them to their speciﬁc roles may be missed, as are
opportunities for trainees to learn from each other regarding their
professional roles and patient care perspectives. This was seenwith
all types of preceptor arrangements (formal or informal, individual
and group precepting). Similarly, the “semi-differentiated”
approach was adopted by those who attempted to identify a
trainee's skill level, but proceeded to still generalize and assume the
trainee's needs due to lack of time for further discussion. This again
resulted in potential missed opportunities to promote learning
among the trainees. We did observe some preceptors who while
working with trainees from different professions explicitly pointed
out differences in trainee roles, and took advantage of the oppor-
tunity to role model collaboration and consultation with other
health care professionals.
A number of factors also impact the preceptor and trainee
relationship in the clinical setting. First, the ability of preceptors
and trainees to jointly establish and work towards shared goals for
the clinical experience contribute to a successful relationship
(Ferrara, 2012; Kertis, 2007). Knowledge of trainees' goals and ob-
jectives allows preceptors to select experiences that best support
the trainees' needs, including opportunities for learning with and
from trainees of different professions. Additionally, guiding trainees
in critical reﬂection is a key role of preceptors (Oandasan and
Reeves, 2005; Ferrara, 2012; Kertis, 2007). We did not observe
preceptors discussing either goals or promoting reﬂection with
trainees of other professions. Participants overwhelmingly
described their lack of knowledge of other health professional
trainees' curricula, level of training, and scope of practice, which
then impacted their ability to precept in the full capacity.
Timely and on-going feedback also promotes successful pre-
cepting experiences (Ferrara, 2012; Kertis, 2007; Wiseman, 2013),
A.K. Chen et al. / Nurse Education in Practice 21 (2016) 29e36 35yet participants reported a lack of a formal mechanism to provide
feedback to trainees of different professions. They recognized that
without feedback they do not know whether their precepting is
effective or where to improve. This presents a major gap in the
preceptor-trainee relationship. All preceptors desired more feed-
back regarding their precepting, in addition to a mechanism
throughwhich to give formal feedback to trainees of all professions.
Faculty development has been identiﬁed as a major gap in the
IPE movement (IOM, 2011; Josiah Macy Jr. Foundation, 2011;
Steinert, 2005; Egan Lee et al., 2011; Reeves et al., 2012;
Anderson et al., 2009; Kassam et al., 2012) with the vast majority
of current faculty reporting they are not formally trained on how to
implement IPE in the clinical setting with their own trainees, nor
with trainees from other professions. This holds true in our study as
well where all faculty welcomed formal training and development
of both IPE knowledge and precepting skill sets.
What seemed to be the best indicator of successful precepting of
trainees of different professions in the clinical setting is the pres-
ence of a champion (Reeves et al., 2012; Sargeant et al., 2010).
Preceptors reported the beneﬁts of having a dedicated staff who
served as an IPE champion, intentionally promoting trainees to
learn about, from and with each other, as well as coordinating and
customizing the clinical experience to meet the needs of the
trainees. Additionally, the champions serve as role models for new
preceptors and offer support within the preceptor community.
However, these expanded efforts to implement IPE require addi-
tional resources and time from the clinical site, in order to create
the IPE champion role, support IPE activities among trainees and
preceptors, and provide faculty development training.
Our study provided a unique opportunity for observation to be
done by both professions. We did not notice signiﬁcant difference
in our perspectives, instead, gained further insight about the other
profession's training and professional culture. The main limitation
of this pilot study is the potential for observer effect given that
preceptors knew the focus of the observation was on their pre-
cepting skills. Additionally, observers were limited to observations
in the provider workspace area, thus teaching interactions between
the trainee and preceptors that took place in the exam rooms were
not included in this study.
5. Conclusion
Interprofessional education in the clinical setting is needed in
order to prepare the health professional trainees for interprofes-
sional collaborative practice in the workplace. While trainees may
learn the concepts around interprofessional collaboration in the
classroom or in simulations, having a place to apply the skills with
guidance and role modeling from clinical preceptors is essential for
their skill and role development. However, clinical preceptors also
need formal preparation on teaching trainees from other pro-
fessions to learnwith, from, and about each other, as well as to help
their trainees meet IPEC competencies in the clinical setting. They
have the unique role of socializing their trainees and to role model
for them the skills needed to collaborate within the complex clin-
ical environment to provide high quality, safe patient care. They,
too, need to understand the roles and responsibilities of the
different professions, as well as the key concepts to interprofes-
sional collaboration including interprofessional communication
and teamwork. We identiﬁed current approaches preceptors use
whenworkingwith APN andmedical trainees in the clinical setting,
and related facilitators and barriers. It is an initial step in the
development of faculty training on effective precepting of trainees
from multiple professions. Next steps also include further exami-
nation of the role of the preceptor in facilitating interprofessional
education and collaboration, as well as trainee perspectives andoutcomes based on preceptor teaching approach. This study may
also be further replicated in other clinical settings with use of
different interprofessional faculty and/or trainee groupings utiliz-
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